Prolonged obstructed labor is a critical intrapartum emergency. This intricacy is, however, unusual as a primary presentation of a giant bladder calculus. We report a case of a 25-year-old Para 6 + 1, who presented with a history of labor pains of 72 hours duration. She had background lower urinary tract symptoms with supra-pubic swelling and hematuria of 2 years duration. She had a single antenatal visit at 32 weeks however; no obstetric ultrasound scan was done before she went into labor. Examination revealed a highly placed fetal head with increase fetal heart rate. There was a hard mass bulging under the anterior vaginal wall. The diagnosis was a prolonged obstructed labor secondary to bladder mass with fetal distress was made. She had a caesarean section (CS) with the delivery of fresh stillborn. The bi-manually palpable bladder mass persisted post-CS. Her abdominopelvic ultrasound scan and abdominal X-ray post-CS revealed giant vesical calculus with obstructive uropathy. Urine microscopy culture and sensitivity yielded E. coli sensitive to Ciprofloxacin; other laboratory investigations were normal. She was treated for UTI and 2 weeks post-CS, she had opened cystolithotomy. The stone weighed 536 g. Her postoperative recovery was uneventful.
in impoverished populations that have deficiencies in the modern healthcare delivery [1] . Short of appropriate immediate intervention, the outcome includes stillbirth, maternal morbidity and mortality. Urolithiasis is among the major sources of urological emergencies in pregnancy. The finding of vesical calculus in pregnancy during routine obstetric ultrasound scanning was documented in the literature. These are most often small-sized and asymptomatic or linked with recurrent UTI [2] . They are usually managed conservatively until delivery. An appraisal on prolonged obstructed labor as a primary presentation of a giant bladder calculus is scarce in the literature. Notwithstanding, very few cases that are centuries old were reported in the pieces of literature from the developed countries [3] [4] . Some relatively recent sporadic cases from communities deficient in healthcare delivery were reported in the chronicles [1] [5] [6] . Nonetheless, calculus of 536 g as a cause of prolonged obstructed labor is unheard-of in the medical documentation from our literature search. Our patient was a 25-year-old Para 6 + 1 who presented with prolonged obstructed labor due to a giant vesical calculus that necessitated delivery of fresh stillborn by CS. The patient had consented for this report.
Case Report
The patient was a 25-year-old Para 6 + 1, who presented with a history of labor pains for 72 hours at 39 weeks gestation. She had spontaneously ruptured of membranes about 24 hours prior to presentation and had excessive urge to bear down. The labor pain evolved into an unrelenting constant generalized abdominal pain that compelled her presentation. No associated vaginal bleeding, however, she had not been perceiving fetal movements. She had difficulty of passing urine that was characterized predominantly by irritating lower urinary tract symptoms of 10 years duration. There was an associated intermittent terminal painful hematuria with progressive supra-pubic swelling of two years duration. No upper urinary tract symptoms.
She had a single antenatal visit at 32 weeks gestation and was unable to do the requested obstetric ultrasound before labor. All her previous pregnancies were un-booked, and the deliveries were at home, said to be uneventful. Her last confinement was 2 years prior to presentation and was uneventful.
She was examined and found to have a highly placed fetal head with symphysio-fundal height of 42 cm above pubic symphysis. The fetal heart rate was 182/minute, Vaginal examination revealed a hard mass bulging under the anterior vaginal wall. The cervix was fully dilated and the station was −2.
The diagnosis of prolonged obstructed labor secondary to bladder mass with fetal distress was made by the medical officer at presentation and thus planned for an emergency CS. She was resuscitated and was eventually delivered by CS to a singleton fresh stillborn fetus. The huge bladder mass was affirmed intra-operatively but was not tempered with at that setting due to lack of expertise and suspicious of bladder tumor. 
Discussion
The existence of calculus in the urinary tract is an affirmed ubiquitous urological found at routine antenatal obstetric ultrasound scan or following recurrent UTI
[2] [7] . The incidence of the vesical calculi in pregnancy was reported to be in the vicinity of 1 in 2000 -3000 pregnancies [8] . Prolonged obstructed labor as a primary presentation of a vesical calculus is a marker of the sober deficiencies in the healthcare delivery and societal underdevelopment. Consequently, the rare reports were from developing parts of the world notably parts of Indian [1] [6]
[9] [10] and some countries in Africa [5] [11] [12] . Notwithstanding the remarkable global advances in healthcare delivery, these settings share a common unabated denominator of public healthcare hurdles [13] . The very few isolated cases from the developed communities date back to the 19th and early 20th centuries [13] [14] . In these developed communities, the incidence of bladder stone has been on the decline since the 19th century [12] . Our search of the literature showed no vesical calculus as a primary presentation of prolonged labor matched the weight of 536 g in the index patient.
Our patient had 6 un-booked pregnancies with LUTS for 10 years coincided [15] . These concurred with poor health-seeking behavior linked with ignorance, lack of access or presumed problems of affordability in these settings. Most of the patients that were un-booked presented as an intra-partum emergency. The index case was booked saved no antenatal visit and was at home for 24 hours whilst in labor. The ultrasound scan or cystoscopy required for the diagnoses were however inaccessible in the center at the time of our patient's presentation. In pregnancy, diagnostic imaging which emits ionizing radiations is linked to teratogenic hazard and childhood malignancies. These risks rely on the dose of radiation and gestational age. Ultrasound and Magnetic resonance imaging (MRI) are non-ionizing as such they are the imaging technique of choice in pregnancy. X-ray is used in pregnancy when is eminently essential based on EAU guideline [16] . Minimum (low) dose Abdominal CT protocols are presently promoted for used in pregnancy only as a last choice. This has maximum foetal radiation dose of 49 mGy (mean = 8 mGy), and for this there is no evidence that a procedure using routine parameters (<50 mGy) at any time of the gestation will result in spontaneous miscarriage or developmental abnormalities [17] . The abdominopelvic ultrasound scan and X-ray were only done in this patient post-CS; MRI and CT scan were unavailable at the hospital.
Other booked patients with an early presentation did well to cystolithotomy with succeeding vagina delivery at term [7] . Trans-vaginal vesicostomy with its pros and cons following vaginal delivery has been described [15] . CS and immediate cystolithotomy is a favorite choice for most vesical calculi with an ob- fundamental to the prevention of recurrence. Our patient has no intra-operative features suggestive of bladder outlet obstruction; however, chronic cystitis secondary to schistosomiasis was established on histology and she was treated though no clear risk factor for the infestation was established in the patient.
Conclusion
Prolonged obstructed labor is an uncommon presentation of a giant vesical cal-
